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NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
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LIFE CARE CENTER OF COLLEGEDALE COLLEGEDALE, TN 37315
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D : PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
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| DEFICIENCY) ;
|
N 000 Initial Comments ; N 000 i
During investigation of C/O #25041, #25060, 'f
#25080, #25195, #25377, #25417, #27224, |
| #27361 and #28250, conducted June 27-29, i
2011, at Life Care Center of Collegedale, no | ,
deficiencies were cited under Chapter 1200-8-6, |
Standards for Nursing Homes.
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